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A 00 INITIAL COMMENTS

This Statement of Deficiencies was generated as
a result of a State Licensure health and life safety
code survey conducted in your facility on6/15/09
and finalized on 6/30/09, in accordance with
Nevada Administrative Code, Chapter 449,
Surgical Centers for Ambulatory Patients.

A Plan of Correction (POC) must be submitted.
The POC must relate to the care of all patients
and prevent such occurrences in the future. The
intended completion dates and the mechanism(s)
established to assure ongoing compliance must
be included.

Monitoring visits may be imposed to ensure
on-going compliance with regulatory
requirements.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

A112 NAC 449.9855 PERSONNEL

2. Each employee of the center must:

(a) Have a skin test for tuberculosis in
accordance with NAC 441A.375. A record of
each test must be maintained at the center.

This Regulation is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 7 of 16 employees
{(Employees #4, 5, 6, 7, 8, 12, and 15) had
evidence of a two-step tuberculin skin test or
evidence of an X-ray to rule out active disease
and 6 of 16 employees (Employees #5, 7, 8, 11,
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(1) Includes the duties and responsibilities of,
and the qualifications required for, the position
held by the employee.
This Regulation is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure that 7 of 16 employees
(Employees # 4, 6,6, 8,9, 11, and 12) had a
signed copy of their job description in their
persennel file.
Severity: 1 Scope: 2
A122 NAC 449.9865 Medical Staff At22 )
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4. A roster of the surgical privileges of each
member of the medical staff must be kept in the
files of the operating room, specifying the
privileges accorded him.

This Regulation is not met as evidenced by:
Based on cbservation and interview, the facility
failed to have a roster of surgical privileges for
each member of the medical staff in the files of
the operating room.

Severity 1 Scope 2
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3. A list of tissues that do not routinely require
microscopic examination must be approved by a
pathologist and made available to the laboratory
and the members of the medial staff.
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included an operative report for 2 of 13 patients
(Patients #4 and #13).
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NAC 449.9843 Compliance with standards of
construction.

4. An ambulatory surgery center shali comply with
all applicable:

(a) Federal and state laws;

{b) Local ordinances, including, without
limitations, zoning ordinances; and

(c) Life safety, environmental, health, building and
fire codes.

If there is a difference between state and local
requirements, the more stringent requirements

apply.
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A173 Continued From page 3 A173
This Regulation is not met as evidenced by:
Based on policy review, the facility failed to
provide evidence of pathology approval of the
exempt specimen list.
Severity: 1 Scope: 3

A174 NAC 449,992 Pathological Services A174
4. Reports of examinations of tissues must be The specimen repert s Ao
authenticated by the examining pathologist. The as | obtein ‘F:a_,.,d £led an U 1"—"0?
original report must be filed in the medical record pakients ch ark. e poli hog bean
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This Regulation is not met as evidenced by: B e ¢ G, ea
Based on medical record review and interview the o repov®-
facility failed to ensure pathology reports for
examination of tissue was on the medical record
for 1 of 13 patients (Patient #4).
Severity: 2 Scope: 1

A234 State and Local Laws A234

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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A234 Continued From page 4

This STANDARD is not met as evidenced by:
Your facility was surveyed using the National Fire
Protection Association (NFPA) 101 Life Safety
Code, 2006 edition, Chapter 21 Existing
Ambulatory Health Care Occupancies.

The following deficiencies were identified:
21.3.5 Extinguishment Requirements

21.3.5.3 Portable fire extinguishers shall be
provided in ambulatory health care facilities in
accordance with 9.7.4.1,

9.7.4.1 Where required by the provisions of
another section of this Code, portable fire
extinguishers shall be installed, inspected, and
maintained in accordance with NFPA 10,
Standard for Portabie Fire Extinguishers.

NFPA 10 Standard for Portable Fire
Extinguishers

4-4 Maintenance

4-4.1 Frequency. Fire extinguishers shall be
subjected to maintenance at intervals of not more
than 1 year, at the time of hydrostatic test, or
when specifically indicated by an inspection.

Based on record review, the facility failed to
maintain their fire extinguishers annually for 1 of
4 fire extinguishers in the facility.

The fire extinguisher located in the corridor
entering the pre-operative area was dated
3/27/09.

Severity: 2 Scope: 2
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Adopted Regulation of the State Board of Health,
LCB file number R096-08:

Section 15: Each program for the prevention and
control of infections and communicable diseases
must include policies and procedures to prevent
exposure to blood-barne and other potentially
infectious pathogens, including, without limitation,
policies and procedures relating to:

14. The screening for communicable diseases as
described in NAC 441A.375 of al| employaes and
of all persons under contract with the ambulatory
surgical center who work at the center and have
exposure to patients at the center.

Based on credentialing file review, the facility
failed to provide evidence of a current annual
tuberculin skin test for 9 of 16 physicians.

(Physicians #1, 2, 5, 8, 9, 10, 12, 15, and 16)

Section 17:
2. If such instruments, items and equipment are
sterilized or disinfected by equipment or cleaning
agents at the ambulatory surgical center:
(a) Before an employee or independent
contractor may be assigned the responsibility for
sterilizing or disinfecting any instrument, item or
equipment, the employee or independent
contractor must receive training concerning the
instructions of the manufacturer of the device or
sterilizer for:

(1) Sterilizing and disinfecting the instrument,
itemn or equipment;

(2) The use and maintenance of the sterilizer
or disinfecting equipment: and

(3) The agents used to sterilize and disinfect
the instrument, item or equipment.
{b) An employee or independent contractor
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assigned the responsibility for sterilizing or
disinfecting the instrument, item or equipment
shail:

(1) Receive annual training concerning the
manufacturer ' s instructions described in
paragraph (a); and
(2) Receive training on any new equipment or
procedures if there is any change in the
equipment or procedures used to sterilize or
disinfect an instrument, item or equipment.

(¢) The ambulatory surgical center shall ensure
that documentation of all training completed
pursuant to this subsection is kept in the file of
the employee or independent contractor.

Based on record review and staff interview, the
facility failed to train the surgicai technician in the
use of the STAT/IM 7000 sterilizer and did not
provide annual training concerning the
manufacturer's instructions for the STAT/IM 5000
or the autoclave.

Section 17:

4. The ambulatory surgical center shall ensure
that each employee or independent contractor
follows the manufacturer's instructions
concerning:

(d) The operation and maintenance of the
sterilizer or the equipment used for high-tevel
disinfection:

Based on review of the manufacturer's
instructions, interview with the manufacturer's
representative and interview of the lead surgical
technician and director of nurses, the facility
failed to follow the manufacturer's operating
manual for the maintenance of the STAT/IM
5000, STAT/IM 7000 sterilizers and the Steris
autoclave.
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A9999 Continued From page 7 A9999
1. STAT/IM 5000 sterilizer: Tine woaker reservoir will By drained
. . . facturer's cdlalinas
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manufacturer's guidelines. drabied regan e care erd
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2. STAT/IM 7000 sterilizer: CF _))

a. The water reservoir was not checked for dirt
on a daily basis, it was not drained following
ophthalmic use and the air or biological filter was
not checked as per manufacturer's guidelines.

b. The condenser bottle was not cleaned and
refilled.

3. Autoclave;

a. The drains were not checked and cleaned as
per the manufacturer's guidelines.

b. The autoclave was being cleaned with a
cleaner (Enzyciean} which was not an approved
cleaner for the autoclave per the manufacturer's

guidelines.

c. The facility did not have the manufacturer's Tec does have '~u»4- mfﬂf‘“c‘“‘::::;i 1hislos
guidelines for the cleaning and maintenance of widelines cleaning S m‘i""

the autoclave. of b aubvddave. “Tecaived Trom |

Section 17: \ " (oharis Tedmen cion) o hislod

4. The ambulatory surgical center shall ensure
that each employee or independent contractor
follows the manufacturer's instructions
cancerning:

(b} The procedures for cleaning an instrument,
itemn or equipment before the instrument, item or
equipment is sterilized or undergoes high-level
disinfection;

Based on observation, interview, and review of
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manufacturer's recommendation the facility failed
to ensure the enzymatic cleaning solution was
discarded after each use, as per the
manufacturer's recommendations.

Severity: 2 Scope: 3
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